STATE OF CALIFORNIA—HEALTH AND WELFARE AGENCY GEORGE DEUKMEJAN, Governor

DEPARTMENT OF HEALTH SERVICES

4/744 P STREET
-ACRAMENMTO, CA 95814

December 22, 1983

To: All County Welfare Directors Letter No. 83-82
REVISED STATEMENT OF FACTS FOR MEDI-CAL (MC 210)
The purpose of this letter is to:

1. Provide you with a sample copy of the revised Statement of Facts for Medi-Cal
(MC 210) together with a description of the changes,

2. Request your comments or suggestions for future revisions.

Revised MC 210

The MC 210 has been revised to reflect brogram changes and to provide for
documentation of mandated verifications. The current production order has been
limited so that we will have the flexibility to make future changes more
quickly. Because of the cost, however, current supplies of the MC 210 must be
exhausted before the new revision will be available.

This revision to the MC 210 currently is being translated into Spanish. Once
this process is complete, the revised 3panish version (MC 210 SP) will be
printed. Because of the lead time required, it will be some months before this
version will be available.

County Comments

Those questions on the MC 210 designed to identify connection to the labor
force and primary wage earner were adopted from AFDC's Statement of Facts
Supporting Eligibility for Assistance (CA 2). We wish to khow whether these
and other changes have made the form more useful in gathering the information
necessary to determine Medi-Cal eligibility and share of cost. We would
appreciate your written comments and suggestions on how this form can be
improved in the future,

Sincerely,
ORIGINAL SIGNED BY

Caroline Cabias, Chief
Eligibkility Branch

Attachments

ce: Medi-Cal Liaisons
Medi~Cal Program Consultants



1 | IR ERarimeni of Health Services

, ' INSTRUCTIONS: Attachment T

v Your eligibility will be decided on the information you give on this
form. Be sure to read and answer every item. If you need extra space

STATEMENT OF FACTSFORMEDICAL for any item, see pace 0.
e If you are completing this form on someone else
: “applicant” and ““you” apply to the person you are

“LEASE USE INK children under 21.

‘s behalf, the terms
applying for.

“Family member” means applicant, spouse, applicant’s or spouse’s

1. Applcant's nama (Drint) Firs: Midale Last

COUNTY USE
ONLY

I, Home Adfrest Number Street City Zip Code

‘- ."'— 7

J Case name:

beziling edtress (31 dm'-rg from above)

Suarte No

ome Phone . Work phone Message phane Person with whorm 1o leave messag&v.:_

Apn Jfredetermination dete:

3. FAMILY MEMBERS -

Verification of idsntity

a4, List yDurse}f ainalyobrs_pwse it he/fshe is in the home or Medi-Cal is being requested in his/her. behalf.

R HiRdat 7 h
o {(First, migole, last) (MD/%&W\’I') Marhal Status LRriog o ArediLal, Cate I
Sin- ! Mar- | Di. ( Seps-| wia. ! o
Social Security (S5) Na, Birtnplace gle | ried |vorced rated | owed | ves | gl ves | po | VErification of $5 No.
~Pplicars . - - - = 1 R
______________ L __I I '_ —_—— ’ Date Ew
55 MNo . 2
- Date 3
i Spouse B 4,
S URIURIE R N A ) E.
T EETmel T l___ 5.
. Date 3

List 2l your and your spouse’s unmatried children under 21 (be sure 1 Iii‘f.-unbor,n children]. Also, include any children
eut ¢f the home for whom you #re requesting Medi-Cal or whom you claimas%‘de@uctian for income 1ax purposes.

i Tax Record veritication

+

4 n Fan ot e Parent Is: Ehiic Living |{Meodi-Cal Rag,
School L PARENTS. (¢ If aDplies) wHh Apptraent | tor Child
CFather's Name De. AD- Jincapi | Linsmo
- N Yes |No Mothers Nams caased | sen| lchned |pyed | e Na Yes MO

¢ . [2)

(2)

3C. D6 you or any family member use a2 different name than the one listed above when each of you applied for your Social Security

number?  Yes [3 No [ If yes, list names.,

TTTIC I114E3Y
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3D. List the names and addresses of all persons listed in 3A or 28 if they are notliving in your home.

COUNTY USE ONLY

Norme Address

Tw
-

i; ﬁnere anyone other than you of your immediate family members
living with you, such s roommate, housemate, or relztive? Yes T No OO if ves: |
]
Name Relationship |

EA. Are you or any family member requesting Medi-Cal living or currently staying outside California?

Yes [ Noll Ifyes: Date left California
Reason for absence:

Date expected 10 return

5. Do vyou or any family member have a2 home outside California? Yes ] Ne 3
I yes, are you or any family mernber working or looking for work in California? Yes [ No (O
If no, explain why you are in California.

ARE ANY OF THE PERSONS LISTED IN 3A OR 3B ALIENS? Y.es""{:_l__

AFDC Cash Assistance Yes [J No [0 Medilsl Ys ) NodJ'. FoodStmps Yes O Ne [
551/58F Gold Check Yo I No D0 Other Welfare Benefits Yee [J © No L1

If you answered yes on any item, complete the following:

a,
¥ YES, commplete:
} of Alien Alien Reginrat_ion Nurmber The
Where required, date CA §
signed.
|
= v i ived in Califomia or other: : * Receiving or af for
7. Have you or any family member ever applied for or received in Califémia or any state cash pramt or ~Cal

sround August 19727 H
ves, check for 20% S8
increase edigibility.,

=2 | Dete Last Re-
Yo Name of Parsonis) T of Aid Date of Apo, ceived {if no Reason For
Wha Applied For or Received Ald ype {Mo/Dey ¥} =T lo‘mezém):’ﬁ:;g) Discontinuance
. Mo/Day/Yr

¢ Four-month  continuing
eligibility?

* SGA disabled?

» Title || disregard?

=30 + 1/3 eamings ex-
emption?

w

It you or any Tamily member were not receiving Medi-Cal in the last three months, did you or those
family members receive any medical care?  Yes T3 <No 1. 14 yes:

Retroactive appii-
cation

yments Made | Do You Wish Medi.

Retrc only

Name of Person Recalving Medical Cere
Py

i yes | No Yes No

Manthls) of Care For Care Cat For Those Months

)

Retro abd cont.

e —

[ =

A. Are you or any family member re\ﬁ%ting M_e_d;i-"Cal:
650rover? Yes L1 No [J  If yegasmels)
Blind? Yes [J No IO 1fyes namels]

OO verificetion of disa-
bility /olindness (iist}

8. Do you or any family member have a physical or emotional problem which makes it difficult to work or

take care of your needs?  Yes 3 Noe O Ifves:

Family Member{s) Type of Probiem{s) Beginning Date of Problem({s)

Date Verlfisd Ewy

1 Disability ref:

i

C. l'f the problem described in 98 was caused by an injury or accident, are you seeking compensgation

_through an insrance settlement or lawsuit?  Yes [ No [J

Date Sent

[0 Referral to MediCal
FECGVery

2210 (11/83)
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Rent
Room and board

7 Live in a board snd care facility
TJ Live in a nursing Home or hospital

Date entered Date expected 10 return home

TJ Live in and own/fbuying a traiter, mobile
property by the county.
De<cription:

home, boat, or moter vehicle which is not taxed as real

Estimated vadue $_-_

O Live in and own/buying 2home or & trailer or mobile home which is taxed as real property by the county,

Assessedt walue § Amoim owed $
Land home is located pn inciudes more than one parcel,
Land home js Jocated on indudes more than ofe acre,

{J Other living arrangements. Describe:

Monthly payment
Yes 1 No [

Yes IJ No [

s

if yes, complete 11.
' yes, compiete 11.

11, Do you or any member of your family own real property which
or buildings} or 3 tailer or mabile home which
not now live in? Yes O No O i yes:

Y©u do not now live in (for example, tand
is taxed as real property by the county and which you do

Description;
Address:
Owmner: Used in part as 5 home?
Full value (from mx satement §_ Amountowed $.. .Hem-saﬂea:g;ﬁé;ac&-mamh £
Expenses on property: o P . ’
isrtesest S Yearty O Monthly 0 insurance S . Yesrly [J Monthly O
O monthly O

Taxes andt Amessnants $._ Yesrly [ Monthly 1 Upkeep and Repairs S__ Yearty
Lilities e Yeary (] Morthiy [ . B

Do you or any family member have a fife estate {right to the use cfl_,ih any property? >~ Yes [J No [J

COUNTY USE ONLY

Verification that will re.
tumn home in six months
Yes 0 No [J

Verificatian of pmpért;

Dzt verified Ew

Verification  of  “good
cmuze ™ for unutitized prop-
ey . -

Date varlfisg Ew

' Verification of income and

expenses it

Date varlfied Ew

D Revocsbie

I1f yes, describe: . £ O irrevocable
3. Do you or sy family member own 8 motor vehicte {including ears, trucks, ‘rndtg;cvqi_es,*euc.)?
Yes [ No T K ves tisy: ; T
_ o Used for
(gm‘ = Amount Transpartation
Regis- Verification of nonexempt
Make and Model Yeor | tration) Cwed Yes MO vehicles
g
g Date verified Ew
: $
g
? - $
14 Oo vou or any tamily member pC {0 not include trucks), motor homes, mobile homes, or trailers
which are not used as & home snd srdSiorpiss israﬂfmperry by the county?
Yee O No O if yes, Hat: =3 L
-- ' Ciasy : Onfy Means of o yerification of  personal
o Purchase Amount Ttansportation oroperty
Ragis- . 1
Description Your | tered) Qwner Price QOwed Yes Mo
> 5 Date Verltised Ew
.
) % |
:
$ S {
s $
.’—‘JOTE: If you think the value the Department of Motar Vehicles will give the items listed in 13—14 will be tco
N1gh, you may provide three appraisals of the actual value snd the average will be used.
o 21c 11/ Prgs 3 of 10
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1o DO YOU OR YOUR FAMILY HAVE ANY OF THE RESOURCES LISTED BELOW? | coun
© Cneck each jtern. If YES, explain below. TY USE ONLY
. . . 'YES NO _ YES NO '
A. Checks {at home or elsswhere} ., 3 a I Notes, mortgages, trust deeds, For A, 8, C.D
Z. Cash {onhand or elsewhere) . ... [] O salescontracts . . ............ O 03§ ooy o oo B andfoc €
C. Checkingecoount .~ . ... .. .. ] | Jo Trustfund, ... ... L ] | iciume? " whe momh in
ED. Savings account ... .. ... ... 0 O K. Stocks, bonds, or certificates O Ulve O no C &
E. Creditunionaccount. .. ....... 0 0 L. Other resources which can - v
F. Certificates of deposit . ... ..... O O be guickly changed into i :
G Treasury bilis . .. ... ......... hE] O cash s
o Money market funds .. .., ... .. [ O {specify) O O
For A, B, andjor C
. Current Name and Address Account Income from business or
Type of Resource Crwier Value " of Banks, ete, Number Aself-employment included?
g ves B No [0 Moyes
% o !amo!.mt;
- }s -
__ . _ $ ! - - 3} e 2687
s i - -
| Date verifiog EW
6. Do you or any family member have life insurance?  Yes [J No [J I yes, list:
' 7 1. Person lnsured \F,:a':e “Date. .| Current
alug . . -
i of Policy Folicy - Cash -
insurance Compatry 2. Policy Owned by Insurance Number lssved ™ ‘Value
&t _ "
i Towml TSV §
A, a $ 5 $ ¢
1. — '__._ ._ S
B 2 = Dats Verities Ew
1. _
C. 2, $ $ -
17. Do you or any family member own 2 burial reserve or trust? .- .
H'yes, purchase price s Current value
$ 3
For whom purchased |
ST i Date veriflec Ew
From whom purchased =
- T e :
iz = |
1€, Do you or any family member own a burial piotault, or crypt? ) Yes [J No O !
- - H
For use of immedizte family? Yes O No O i
If for use of anyone other tha
Description Owned by '
Estirmated value $ Amount owed $ i
|_ocation
'!9 Do yvou or any family member own items of jewelry valued at mare than $100 each? (Do not include wed- :
ding and engagement rings or heirlooms.)  Yes [J No {3 If yes, list: ;
; Heirlooms?
Estirnated Amount | o
Description Value Owed i Appraised value
s
A 3 s
B. s $
o210 L 1/AR) "1
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or poultry not for personal use)?  Yes T3 No [ If yes, list: COUNTY USE ONLY

|

F

‘ Estimated Amount ‘

n - Description Value Owed |
A B $ s

Ta

- N $ $ '

i

< ) LS . 5 - :

21, Have you or any family member transferred, sold, or given away zny property {including money)} at any iD;; sition of ocds :
time since you first :pphed for Medi-Cal or durmg the two years prior to that?  Yes [J No [J 1 yes, Pl proceeds:
list:

. " Cate of Amount

S Transfer, A
" Description of ttem Sale. or Gitt Value Received-

. $ 5 Nl 'Hcte Reier to transter o

_ . . s :___ B - fProperty Tegs, in Title 22,

77

Do you or aoy tamily member have any of the following sources of income? Check ves or no for each

itern, H yes, explain below. include loans, date loan received, and whether or not loan is repayable in
“Orther.”

A TYPE OF [NCOME

o Yes No o Yas hNo
Cash grant (wetfare], e.g., SSI/SSP Veteran's benefits including GIBHI -, . .. . T3 O Type of cash grant:
{oold check), AFDC, GR, or GA .. . . . oo - - . o
. Military retirement |
Social Security: ie., Retirement, Misi - [
Survivors, Disability ... ........ ..o o liftary allotment Verification (ist):
Railroad Retirement . ... .. ..... 7 0O O o ,
Nonmilitary retrermment or persion . ..., [ O G ;
Unemployment Insurance Benefits O ;
(B Lo Ceeea oo n
bility insurance: check one: 0
.state [ private . ... _....... N I |
O ?
VWorkers” Compensation . e e 0 O |
. How Often?
S . (Weekly
B. Name of Person Recsiving Income Tvype of Income Amount Monithly |

¥

e

Date Vorlfied Ew

C. Do you receive or expect to a cost-ofdiving increase to th:s income one or more times a year?
Yer L1 Mo [J i yes, give = e of lgss: 210 next cost-of-living increase.. ‘
Last = _;’:~ TR Next :

23, Do you or any family mem

: Verification {fist):

|
From whom: i
A Rentorhowsing (Yo (3 wNe O ) i
y WHO rece)res: From whom: !
B Food Yes 3 No O .
Who recalves: From whor;
C. Wrtitities Y[l 8o O
O C2 hi Free [ Ho O e recalves: From whom: | “Date Varitisa Ew
. othing B ‘

24 Do you or any family member pay child support or ahmony under a court erder or based on an agreement 1‘
with the district attormey?  Yes [1 No [ If yes, complete the following: i

Amount Paid By Whom To Whom

MC Z10 (11780 Page Sof ©



Yes L) No (3 M yes, compiete the foliowing: | COUNTY USE ONLY
A 1. Working member’s name Verification {lint}
¥
2. Employer's name i O Wage stubs
3. Address of employer
4. Days of work per week Days Days Days 3
5 Hours of work per week Hrs. Hes, Hrs ¢
5. How often paid {every week, twice a month,
every two weeks, etz -
7. Day of the week you are paid
8 Gross (total} eamings per pay period (befare :
deductions} {include tips). Hf self-employed, 'O Tips
write self-employed here esnd  complete : : . oo
No. 26. : s s s
9. Occupation _
. 1. Dovyou pay childcare necessary forwork? Yes [0 Noe O $ menthly amount -
2. Do you pay for the care of an incapacitated adult living in your home in order 10 be able to work? Verifiwiion of dependent
Yes (3 No [OJ & monthly amount Name - care
Relationship ’ 3
C. Anticipatad Income, H your incorme varies from month to moath, show your sctual gros income for the curremmnth Date verified v
in Month 1 and your estirmated gross income for the following two months in Momh 2 and Month 3,
Name and Qccupation Month 1 Month 2
$ $ S0 s
. . . B | .
$ $ - s 1
i i i
s H . 8 |
D. Additional Information. Explain reasons for entries in C, Also, stte -eny facts concemmg your employ-

ment which rmay sffect future months {far example, temporary emp&oyment}

)
(3]

Are you or any family member seﬁ:empluyed? Yes T Ne O

proceed to question 27.

Hf ves, complete the fellowing, |f no,

Name of business

Type of business

Verification
[0 Tex return
) Business records

Date Veritled Ew

Location
Hes income Chsnged Net profit from setf-
Sirce Last 1f No Tax Statement or Change in Income: employment:
5.  Adjusted Grog Income From’ Tax Sistemnant — l e i
a imated Yearly timat earky
Last Tax Statement Yes No Grass Profit Business Expenses s
s $ s

3

Money in Checking

Cash on Hand for Business Account for Business

Average Monthiy Cash Expenditures for Business

$ $ $

Page 601 10



ls a parent living in the home unemployed or working less than
PLETE THE FOLLOWING FOR THE CHILD{REN)

rEETTEFAR T ESW

A At d TN YT £,

100 hours per month? If yes, COM.
'S PARENT(S) WHO IS/ARE LIVING IN THE

COUNTY USE ONLY

First Paremt's Exenings

HOME; GUARTER
. YA Jan-| Apr-] Jut-| Ot
A. FIRST PARENT {name }. List employmen: and Mar | Jun | Sepr| Dos
training history for the past five years. Begin with this person’s last job or training. T
A MNINGE
. Yhen Empd ot when En'u:'hwmj1 -2
name of Erployer From f o Amount | Name of Employer | Work or {From [ Amount <
or Training Program mo dy yr Paid or Treining Progream | Training mo dy v Paid
) To I, / Check |To T s
$ $ Total Esrni
From !/ DW&BHY Clwork, Frem i ! DWeekjy b rhings &
1. ] Tradnkag [ To O Treining[ To o D Monthiy
§ QUARTER
TOlwork From i Dweekly F YR.| Jan- [ Apr-]| Jul-| Oete
2. [ Training| To {1 Omonthly Mar | Jun | Sept| Dec
$ ; B el lg
3. DreiningiTo -7/ {DiMomhiy s
5
COwork Fram /ol DWeekly
4 D Training| To {1 IDmomniy
%
From Dwerk  {From  / / [Dweekly
5. I Training | To A I Treining| To {1 | D Momhiy
- s
Froen | [ [Uweekiy [JIwork |{From  / DO weekty
8. D Training|To ./ 7 {OMonthiy| 12. A3 T raining! To {1 1D Momthiy
B. SECOND PARENT OR OTHER SPOUSE for whom aid -'g_gﬁ}la'{ft&:é;f{ﬁame_ﬂ '
). List employrentiand training history for the past five years.
3egin with this person’s iast job or training. ' ' : e O Quaners
ehen Pty B When Empioyed Second Parert's Earmnings
Name of Ermdioyer From f ! Amount | Name of EmpFayur;- Work or iFrom:. / Amount
Training Program mody yr|  Paid or Training Program | Training = mno dy v Paid QUARTER
To L ! ¢ Cheek jJo A ya[ Ban-| asr] Juil Oa.
$ . : 5 " Mar | Jun| Sept; Dec
From [ / |[Clweekly ; Dquk o Frorq S D weekly s BARNINGS
1. . 1 Training [ To f 1 [DOMomthiyi 7. () Trgining| To . /4 T Monthiy
From | [ [Dweekly Owork 1Rrom /1 |Dlweskiy s
2. O Fraining [ To {1 [ dmonthiy| &, [ Training To _ {1 D sanny
e Ag T "l Tatal Earnings $
From I 7 |DOweskly Ciwork From ./ %/ E}Weekly . Pri W E
3. [3Trad To (D Monthiv! 8. D Training| T DMonthly | Fimary ¥vage carmes
: raining _ S mhy minre te {4 L 15t O 2nd Parant
From {7 Dlweekly CIwork  |From 1 |[Eweekty QUARTER
4. O Trakndng [To {1 {DOsonthiy| 10 L) Training] To 1 Dottty & v an T Rer T dui] O
< 5 L Mar | Jun | Sept| Dec
Frowm 1 D weekty . Iwork From b T Weekiy o] = E& )
5, (O Training{To i1 Dmonthiy) 11, S Training| To [ DMoml‘ﬂhy BiEo s § = § F_—
s s ":_hl -
From [ / [Jweekly Owork  |[From /7 [Dweekly =
8. T Training[To /¢t OMoenthlyl 12. {1 Training| Te {7 1D momhly
C. HAS EITHER PERSON LISTED IN 27A OR 8 RECEIVED UNEMPLOYMENT INSURANCE BENE-
FITS (UIB) WITHIN THE LAST 12 MONTHS? Yes (0 No U1 if YES, complete:
Narme of Person Dates Recejved
 Quiariers
2. | Uia:
— "0 Eligible O Reterral
_ O etigible O3 Referral
NMC P10 {11783} Pags 7 cf 10
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T TS iUl Wi

30 days? 1f yes, com;:detz beiow, Yes 3 Neo O

M ASTEEV R A et it Vgl U1C BTN GVIL U TEIUISEU d )OD OF tralntfig withirn the last

i

Tarant's MName

Amount of last
paycheck o

IS

/

Lasi day QT jab{trainlng

Heurs of work/tralning in last 30 days
yr.

/

i
i

Mame and Address of Employer/Traaning Fyogram

-
-,
.

Aeason for Leaving or Refusal

E. Are you or anyone in your family participating in a labor strike?

Yes [0 No O

If yes, complete.

=

COUNTY USE ONLY

T Employer statement

r

pumn

Derermingtion of
“'good cause™ raquired

U Srrixerls)

aliowed: {show compute.

- VY

who Date Person Went on Strike :
28 Are you or any family member in college or attending a similar educational institution? Yes [0 No [J
If yes, c:ompleteﬁ‘ae fnﬂowmg Full-Time 0] Part-Time O
Student: Stucent: Student: .
2.1, Name of institution - _
2. Status of student . Grad O Undergrag [J [Gred O Undergrad 0 Graé;"D;;f_Undergrid D
£. Grants, loans, scholarships, fellowships verification (ist);
B 1. Amourt received T 0 T s $ S $
2. Source(t} of grants, ioans, e, g ) Date Verified
3. How often received: ~ - - - :
— e - Exempt:
. Expenses Per Tenm s Tl O Entire smount
_ i 0 Onty expenses
1. ls term @ semester, qQuarter, year
2. Tuition/fees e s s
3. quks, equipment, and supplies s <
4. Chiid care necessar’y' fnrschool s s
5. Transportation to school—child care Transportation costs
a. Round trip miles per day tion}
b. &hool attended how meny days
) i v -
c. Type of tmsportat:on tsed
(own car, someons eise’s car,
car pool, bus, etc.)
d. Costs (per month) P
+ Amount paid by . muﬁt |
- _{if doesn’t use own carky
¢ Amount paid by riders !
e. Parking, toils, etz =
A_;' B pablic usrsporaanon (oo, Yes [ Cost Yes i) Cost ves [} Cost
* train, etc.) awailable No [Ots No ()18 No [Ois
30. Do vyou or any family member have Medicare coverage? Yes [J No [ If ves, iist:
T ’ ; Monthly Premium
Person Covered Medlcare Y -
Caim Number Deduction From Check Paid by Yau
A Yes (3 No [J Yes [J No [ !
——1 T ified
B Yes {J No O Yes [0 No OOJ | Date verlfls
c Yes ) No [ Yes () HNo [

AT ZID{11/83)
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31 Do you or any family member have health or hospitalization insurance, including insurance paid by an

© empioyer or absent parenat? This information will not affect your eligibility for Medi-Cal,

[.! COUNTY USE ONLY

Person(s) insured

- Coverage {Check}

. Mortthly
Prernium Paid

CHAMPUS/CHAMPVA

Derte HRB 2 compieted

Veterans Administration coverage
{50% or 2bove disability rating)

Kaiser

[’

Ross-Loos {INA)

|
I O other health coverage
| code entared

Blue Sietid

¥ Verification {lir)

-
"~

Blue Cross &7

0;0yO g ag oiag

Other.

.
i

R T T Y

I Date Verifisa Ew

32, Have you or any family member made & down payment for medical care you will receive in the futu‘?'e?,_.

Yee ] No [O 1fwes,

Paymenr‘— used IO bein
property  within propert

Amount of Down Paymm"x ' To Whnom Made

Medical Care to be Received

Ctimin Ye O Ne O

H yes:

5 [

O Notice 1o provider

33A. Have you of any farml‘yrru:'nber ever been in U. 5. military service? Yes [J No A

icas O

B, Are you or eny family member the spouse, parent, or child of a person who has been in"U,__.$.’rmilitary

service? Yes [ No O

34, Have you or any famﬁy member applied for or do you or any family member think you

are eligible for

any payment/s you -are ot now receiving?

’ Cate of ‘Application
Kind of Payment

Yes [J No OO 1f yes, compiete the following:

Date Expected

Monmth/Day/Year

Person Possibly Eligible Marth/Day/Year”
Social Security h

‘ability payments

cas O

i Date verifieg Ew

veteran's payments

Unemployment Benefits

Workery d Compensation

\: Medi-Cal recovery referra!

Medicare

Dt

Pending suit or insurance settie-
ment for accident or injery

Date of acciaant/injury

Other: Describe

Medi-Cal recovery refermsl
i
| Darte

[#H] ||

AL Are you interested in ph\gﬁ'@examinatiom tar-any family member under 21 through the Chiid

Heatth Disability Preventige Program?.._Yes [0 No O
= 2
2 & ;

B. Are you interested in inf&a
Are you interested in talking fo a 'sogiaf '
toyou? Yes [J No O If ye; Explain:

O

services worker abaut other services which may be available

36.  Additional ir:tfonnm.ion. Piease give the item number in the column to the left.

| 0 CHDP trochure given

i Date
[0 CHDP referral

[0 Social services refecqal

I
|
i

i
q

MO 210 (2183
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BE SURE YOU HAVE READ EVERY ITEM AND ANSWERED ALL THE QUESTIONS.
READ THE FOLLOWING CAREFULLY BEFORE SIGNING.

* | agree to tell the county welfare department within TEN DAYS if there are any changes in my
{or the person’s on whose behalf | am acting} income, possessions, or expenses or in the number
of persons in the household or of any change of address or of any change in other health insur-
ance coverage; and | agree to meet al! other responmb:lltnes explained in the “Medi-Cal Responsi-
bilities Checklist” | have received.

* | understand that 1 must report immediately the death of a member of my household or the per-
son on whose behalf | am acting.

* | understand that the information | put on this form will be verified and that J must cooperate_
fully in any mvectlga‘t;on required for quality control.

= | undersl:and that Section 700.1 of the Probate Code and Section 14009.5 of the Welfare and
Institutions-Code provide for the recovery of all Medi-Cal benefits received after age 65 from the
estate of a Medi-Cal beneficiary if there is no su rviving spouse, mmor chuidren or blmd or totally
disabled children. S

¢ | understand that any information gathered is confidential and not open £ iﬁ’sbec’tion other than
for purposes directly connected with the administration of the Medi-CaI program.

e | understand that if 1 am dissatisfied with actions taken bv the county welfare department, | have
the right to a state hearing. :

IF YOU DO NOT UNDERSTAND THES .ATEMENTS OR IF YOU HAVE
ANY QUESTIONS, ASK YOUH&COUNTY WORKER TO EXPLAIN.

I REALIZE THAT IF 1 DEL!BERATELY MAKE FALSE STATEMENTS OR WITHHOLD
INFORMATION, { {OR THE PERSON ON WHOSEJ_BEHALF [ AM ACTING} MAY LOSE MY
MEDI-CAL CARD AND/OR | CAN BE PROSECUTED FOR FRAUD.

| DECLARE UNDER PENALTY OFT’ERJURY THAT THE ANSWERS | HAVE GIVEN ARE
CORRECT AND TRUE TO THE BEST (}F MY: KNOWLEDGE

S--I;nature of Applicant

T Date
%
Signature of Person Acting Q€ Applicah] Relationship Date
Signature of Witness {If AppHc#ag Signed Wltr}:_uark) Date
Signature of Person Helping Applicant Camplete Form Acdress Diate

COUNTY USE ONLY EW Slgnature

Date

C 230 (i/BY) Pagea 1G ot 1D



Attachment 2

Revised Statement of Facts for Medi-Cal
Description of Changes

The format of the MC 210 has not been changed. In sequence, the format is: 1)
personal identification and program identification; 2) resource identification;
3) income identification; 4) linkage to AFDC; 5) other health coverage; 6)
potentially available assistance.

Flease note that in the numbering sequence, questions 1 through 22 remain
unchanged. However, questions 23 through 35 are rearranged as follows:

Current Revised E Current Revised i Current Revised
23 25 j 27 24 E 32 34
20 26 28 31 |33 27, 28
25 23 P 29 30 . 35
26 29 1 30 23 36
; 31 33 i
Page 1

County Use Column

-~ Added verification of identity. Title 22 CAC 50167 (a)(6) requires verifi-
cation of the identity of at least one parent or adult member of the case,

Case review indicates that many eligibility workers (EWs) either fail to verify
identity or fail to document such verification.

Page 2

Question 6

-- Reworded this question, The current MC 210 asks if all applicants are
citizens. The actual intent is to question alien status. This revision, which
is adapted from the AFDC Statement of Facts Supporting Eligibility for
Assistance (CA 2), clearly identifies that the question concerns alien status.

Question 7

-~ Redrafted this question to identify specific aid programs. The current MC
210 1s inadequate for identifying potential Title II Disregard status.



-2

County Use Column

—— Removed reference to property spenddown.

Question 9

-- Added new item c¢c. This question is infended o specifically question
applicants claiming disability as to whether a lawsuit/insurance settlement is
pending. Quality Control (QC) reviewers have identified cases in which
applicants have failed to disclose pending lawsuits. This question should
increase identification of potential third party liability.

County Use Column

—- Added referral to Medi-Cal Recovery to Question 9C. to remind EWs of this
requirement.

Page 3
Question 10

-- Added "monthly payment! to question regarding amount of mortgage payment.
This allows comparison of monthly income to monthly expenses and can help
identify discrepancies.

County Use Column
—- Added verification statements for Questions 11, 13 and 14. Title 22, CAC,

50167 requires that EWs verify the information contained in these questions.
Some EWs fail to document such verification.

Page U
Question 15

-~ Revised this question in order to save space. This format is used in the
CA 2 and is slightly more detailed.

County Use Column

—— Added verification statements for questions 15, 16, 17 and 19. Inappropri-
ate treatment of these resources has caused QC errorz. Some EWs fail to
document verification, fail to update CSV of insurance or value of a burial
reserve or trust after the initial application. In addition, verification of
this information is required by 22 CAC 50167.



Page 5
Question 22
—- Rearranged this question in order to save space.

-— Added military retirement since it is not clearly identified on the current
form.

—— Added sub-item C, based upon a recommendation by Quality Control and
Evaluation Branch.

Question 23. (formerly question 25)

-~ Moved this question in order to conserve space.

Question 24, (formerly question 27)

-- Moved this question in order to conserve space.

Page 6

County Use Column

-~ Added verification instructions to questions 25 and 26 (formerly guestions

23 and 24) because EWs very seldom list the type of verification provided. In
addition, some EWs neglect to verify the cost of dependent care.

Page 7
Question 27 (formerly part of gquestion 33)

-~ Revised completely the question on unemployed parent(s}. The current MC 210
does not contain any questions about primary wage earner. In addition,

current question 33 is inadequate for identifying connection to the labor
force. These two factors are a main requirement for linkage to AFDC based

on an unemployed parent (22 CAC 50215 (b) and (¢)). QC reviews indicate
deprivation errors cause between 10 and 20 percent of the State's

erroneously paid Medi-Cal dollars. Therefore, this question must be

clarified.

The format for this gquestion was adopted from AFDC's CA 2,



Page 8

Question 28 (formerly part of question 33)

-- Revised question and moved from question 33. This question also was adopted
from the CA 2. Federal and State law and regulation prohibit AFDC/MN 1inked
Medicaid/Medi-Cal coverage for persons refusing a job without good cause or for
participating in a strike. (See also 22 CAC 50215 (b) and (c)).

Question 29. (formerly question 26)

No change.

Question 30. (formerly question 29)

No change.

Page 9,

Question 31. (formerly question 28)

~~ Revised this question in conformity with Recovery Branch input,

County Use Column

—-- Added check for coding other health coverage.

~-- Added verification requirement. Title 22, CAC, Section 50167 (a)(7)(T)
requires verification of available health care benefits., EWs do not always
obtain the type of verification required,

-- Added referral for Medi-Cal Recovery to question 38 (formerly question 32).
Title 22, CAC, Section 50771 requires county departments to notify the State of

potential third party payments (TPL). The additions to the verification
reguirements in question 34 should remind EWs of this requirement.

Page 10, Informational Statements
-- Moved penalty of perjury statement to immediately above signature block.

~- Added phrase on other health coverage to reporting responsibilities
statement.

-~ Added statement on reporting death of a beneficiary.

-~ Revised statement on verification of information and QC investigations.



-- Added "blind" child to statement on

recovery from the estate of z decedent
beneficiary,

—— Revised and limited statement on confidentiality,



